In recent years in China there have been improvements in the surgical treatment of oesophageal carcinoma. This has principally been due to early diagnosis in areas of high incidence of this condition by means of abrasive cytology and endoscopy.
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In early carcinoma of the oesophagus (carcinoma-in-situ or early invasivevcarcinoma confined to only the mucosa and submucosa without lymph node metastasis), X-ray examinations are often negative. Early diagnosis therefore depends on cytology and endoscopy. These techniques are used in mass screening in high-incidence areas. In cases with positive cytology, oesophagoscopy is carried out to determine the location and extent of the lesion and to obtain cytohistological confirmation.
During mass screening in regions where oesophageal carcinoma is prevalent, about 1500 fibreoptic oesophagoscopies have been done in patients with symptoms referable to oesophageal carcinoma or with positive or suspected cytology (unpublished). Among these, 132 patients were proved histologically to have early carcinoma of the oesophagus. There were 76 men and 56 women aged between 28 and 70 years. Fifty cases (37.9%) had symptoms and 82 (62.1%) were symptom free. On X-ray examination of 129 of these patients, 63 (48.8%) showed features of early cancer, 32 (24.8%) had suspected findings, and 34 (26.4%) were negative.
Among the 132cases, 59 were examined before June 1976 with routine oesophagoscopy and 73 were examined after that time by oesophagoscopy and in vivo staining with toluidine blue. In 15 cases of the latter group no mucosal lesion was found before staining. In the remaining 117 of the 132 cases, routine endoscopy showed early carcinomatous changes which may be grouped as follows. (I) Localized mucosal erosion: There were 62 cases (53%) in this group, showing redness and erosion of the mucosa in map-like areas with islets of whitish. normal-looking epithelium which bled easily on touch.
(2) Circumscribed mucosal protuberance: There were 30 cases (25.6%) in this group, showing irregular thickening of the mucosa with a granular, nodular, papillary or polypoid appearance, and with erosions or superficial ulcerations of the surface mucosa which also bled easily.
(3) Localized mucosal roughening or hyperaemia: There were 15 cases (12.8%) in this group, showing congestion and roughness of the mucosa similar to the bark of a tree; it tore readily and bled easily.
(4) Mucosal plaques: There were 10 cases (8.6%) in this group. showing solitary or multiple white plaques some of which were confluent and which did not bleed on touch.
During inflation with compressed air, the oesophagus in early carcinoma has normal elasticity and peristaltic movement.
In the 73 cases in whom the in vivo staining test was carried out following routine oesophagoscopy, 10 ml of 1% toluidine blue was introduced into the oesophageal lumen through a plastic tube inserted through the channel of the endoscope. After three minutes the excess stain was washed down with water. The stain pattern was then noted. The neoplastic epithelium was usually stained blue with sharp margins. Toluidine blue is generally recognized as a nuclear stain; the DNA of the nucleus has a much stronger affinity for the dye than the RNA of the cytoplasm (Richart 1963 , Yamakawa et al. 1972 .
The staining appearance of early oesophageal carcinoma in the 73 cases varied. (I) Irregularly-shaped map-like area (56.2%): the diameter of the stained areas was less than 5 em, and the margins were well delineated. (2) Spotty tinged area (23.3%): the picture was characterized by a blue spot or stripe with a diameter of less than I cm.
(3) Design-like patch (12.3%): there were stripes of blue stains linked together, some of which were more than 10 cm in length. (4) Diffuse form (8.2%): the area of blue-stained neoplastic epithelium was extensive and extended round the oesophageal lumen measuring 5-15 em in length.
The stains were deep blue in 80.8% and light blue in 19.2%, with even (63.2%) and uneven (36.8%) shading. The margins of the stained areas were well-defined in 94.5% and ill-defined in 5.5%.
Intraluminal toluidine blue staining has many advantages (Wang et al. 1980) . It is easy to determine the location and extent of the lesions. In 15 (20.5%) out of 73 cases nothing abnormal could be seen on the mucosal surface before staining, but lesions were visible after staining. In 9 cases the extent of the lesion was shown by staining to be much greater than that observed with the naked eye. Satellite lesions around the mucosal cancer were found in 16 cases (21.9%) after application of the dye. There was a higher positive rate of biopsy following staining. Two groups of cytologically verified cases were biopsied under oesophagoscopy, one with and one without pre-biopsy staining. In the former group the positive biopsy rate was 83.9%, while in the latter it was 53.8%.
During oesophagoscopy the entire mucosal surface of the oesophagus must be examined systematically and meticulously. The lesion is often more clearly detected in distant view than in close up. Cytosmear and biopsy on multiple spots should be done on the suspected areas.
Endoscopy can aid in the detection of greater numbers of cases of early oesophageal carcinoma, which allows for early treatment and ensures a high cure rate. The 5-year survival rate has been reported as high as 90.3% in early oesophageal cancers treated surgically in Lin Xian County of Honan Province (Li et al. 1980) . The early detection of cancer of the oesophagus holds promise for a radical cure in the near future (Endo & Suzuki 1980 , Savary & Miller 1978 .
